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A B S T R A C T   
Community engagement and empowerment are central to delivery and outcomes from regeneration pro-
grammes, yet evidence for health gains in such contexts is sparse and mixed. This study addresses this issue in 
respect of mental health and wellbeing in disadvantaged communities in the UK, using a sample of 2862 
householders living through housing improvements and regeneration in Glasgow. Feelings of empowerment 
were more strongly associated with mental wellbeing (WEMWBS) than mental health (SF-12 MCS). Neigh-
bourhood empowerment was more strongly associated with mental wellbeing and mental health than housing 
empowerment, although its association with mental health disappeared in the period of welfare reform and 
austerity. Proactive forms of empowerment, such as influencing decisions affecting an area or taking action 
oneself to improve things, were more strongly associated with mental wellbeing than reactive or passive forms of 
empowerment. There is much scope to improve feelings of empowerment in disadvantaged communities and to 
contribute to national objectives to enhance mental wellbeing.   
Background 
Engagement, empowerment and health 
This study examines, in the context of disadvantaged communities 
undergoing varying degrees of housing improvement and area regen-
eration, whether feelings of empowerment are associated with residents’ 
mental health and wellbeing over time. The potential link between 
community engagement and health is recognised by the body respon-
sible for providing guidance and advice for health, public health and 
social care practitioners in the UK, the National Institute for Health and 
Care Excellence (NICE). NICE advocates for community engagement in 
the ‘planning, development and management of services, as well as in 
activities which aim to improve health or reduce health inequalities’ 
(NICE 2008, p.2), and yet the evidence connecting health change to 
community engagement is weak (Milton et al., 2011). South and Phillips 
(2014) attribute this evidential gap to two things: poor conceptualisa-
tion, and narrow choice of outcomes. In most cases, community 
engagement is viewed as a ‘means to an end’ of health delivery rather 
than as an end of increased community emopowerment that will 
produce health benefits. In their words ‘the distinction is between 
community engagement as a way to “deliver” resources for health, 
compared with a process of empowerment that is itself a “source” of 
health’ (p.693). 
South and Phillips (2014) identify four types of community 
engagement for health: a delivery mechanism for standardised public 
health intervention; a direct intervention that uses lay knowledge and 
skills to improve health; collective action on the social and environ-
mental determinants of health; and as part of a governance reform to 
enhance community influence within the health system. The fact that 
most public health policies and programmes conceive of community 
engagement in the first two ways (delivery mechanism or direct inter-
vention) means that effectiveness is most often measured by short-term 
outcomes of individual behaviour change, such as reduced substance 
abuse (Fawcett et al., 1995) or healthy eating and increased physical 
activity (Phillips et al., 2014). 
However, outcomes from community engagement may also extend 
beyond behaviour changes, an argument reflected in a review of 
empowerment and health and wellbeing (Woodall et al., 2010). This 
review found evidence for the impacts of empowerment interventions 
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upon individuals, not only in behaviour change and social outcomes 
such as social networks and support, but also three psychological and 
cognitive outcomes: improved self-efficacy and self-esteem (Wallerstein, 
2006); greater sense of control (Laverack, 2006a); and increased 
knowledge and awareness (Crossley, 2001). A more recent systematic 
review examined the effects of different approaches to community 
engagement within public health programmes upon a range of out-
comes, finding the effects on participant self-efficacy (in relation to 
health behaviours) to be greater than upon other outcomes such as 
health behaviours, cardiovascular disease, obesity etc. (O’Mara-Eves 
et al., 2015& 2013). Five studies in the review found positive effects of 
engagement upon ‘community outcomes’, including on area improve-
ment (DCLG, 2006), social support (Fried et al., 2004), and perceived 
empowerment (Winkleby, Feighery, Dunn, Kole, & Killen, 2004), which 
is also examined in the present study. Also relevant, the review found 
that community engagement approaches which involved people in 
intervention delivery had greater effects upon outcomes than in-
terventions arising from community mobilisation or identified need, or 
those programmes which engaged people in intervention design 
(whether through collaboration or consultation) or evaluation. More-
over, engagement in a single component was more effective than 
engagement in multiple components (need identification, design, de-
livery, evaluation). Lastly, there were larger effects (for health behav-
iours) reported for area-wide or universal interventions than for targeted 
interventions, and also larger effects for health behaviours and other 
health outcomes (though not so for self-efficacy) from interventions of 
shorter duration (usually less than six months). 
Here, we wish to consider the effects of community engagement in 
area-based regeneration (rather than in public health programmes) 
upon the psychological outcomes of mental health and mental well-
being. Past studies in the regeneration field have mostly used either the 
Mental Health Inventory (MHI-5) included within the SF36 survey tool 
(Berwick et al., 1991) or the General Health Questionnaire (GHQ-12) 
Mental Health scale (Goldberg & Williams, 1988). However, these scales 
focus poor mental health rather than considering more positive aspects 
of mental wellbeing, entities that should be regarded as distinct and not 
simply opposite ends of ‘a single bipolar dimension’ (Keyes, 2005, p. 
539). While mental health can be adversely affected by poor living 
conditions, particularly at home, regeneration also involves wider area 
improvements and aspects of process or delivery, such as engagement 
with residents, that may affect mood and self-perception in ways that 
may impact more on mental wellbeing. Thus, we might expect mental 
wellbeing outcomes to be affected more by aspects of regeneration than 
mental health outcomes. 
Individual and collective empowerment 
Rappaport (1987) defined empowerment as ‘a process … by which 
people, organisations and communities gain mastery over their lives’ 
(p.3). For the World Bank (2011), empowerment is about being able to 
make choices and convert those choices into outcomes, applies to both 
individuals and groups, and operates through three pathways: individ-
ual, organisational and community (ibid.; Zimmerman & Rappaport, 
1988). Zimmerman (1995) conceptualised individual or psychological 
empowerment as having three components: the intrapersonal, interac-
tional and behavioural. At the intrapersonal level, individuals require a 
belief in their own control, competence and efficacy in order to pursue 
outcomes. This intrapersonal empowerment may be undermined in 
disadvantaged communities where helplessness can exist as a learned 
response to uncontrolled circumstances (Rappaport, 1984), although its 
extent is contested (Seligman & Peterson, 2001). The interactional 
component of individual empowerment refers to a person’s under-
standing and awareness of the socio-political environment in which they 
live, so that they are able to identify causal agents to act upon and the 
resources required in order to exert more control over their situation. 
Although a distinction is often made between individual and 
community or collective empowerment, it is also argued that the two are 
interrelated. For Riger (1993) empowerment cannot be individualistic 
without at the same time being communal. People cannot achieve social 
change on their own, and have to act collectively and through organi-
sations in order to become empowered (the so-called ‘ecological route’ 
to empowerment (Speer & Hughey, 1995)). The relationship between 
intrapersonal and interactional empowerment may be complicated by 
the fact that people who feel empowered may nonetheless not know how 
to act to pursue desired changes in their individual or community con-
ditions. Conversely, people may understand how to pursue change but 
not feel sufficient efficacy to act upon this (Speer, 2000), or may feel 
increased empowerment in circumstances where the decision-making 
processes that distribute power remain unchanged (Gruber and Trick-
ett 1987). It may also be the case that individual and collective aspira-
tions differ so that empowerment at the individual level does not 
transfer to the collective level (Skerratt & Steiner, 2013). 
Like others, we concur that, even where power is held by an indi-
vidual, it is also relational (McCubbin, 2001) and that psychological 
characteristics of individuals, such as ‘self efficacy’, like all forms of 
power, are socially embedded (Franzblau & Moore, 2001). However, 
where power is socially enacted or ‘requires collective action’ 
(McCubbin, 2001: 80), the mental health and wellbeing impacts may be 
greater than where is it enacted individually, as people may gain other 
psychosocial benefits such as a sense of belonging and trust in others, 
factors known to be positively associated with psychological health 
(Giordano & Lindström, 2016). Thus, in most instances, we would 
expect more collective forms of empowerment to have greater impacts 
upon mental health and wellbeing than more individual forms, although 
we expect both to have positive effects. 
Empowerment in context 
The form that empowerment takes may be context-dependent, 
varying according to ‘the settings and environments in which people 
live’ (Hughey et al., 2008; Speer, 2000; Speer et al., 2013). Key char-
acteristics of community settings and participatory development pro-
cesses that are empowering include: a culture or belief system that 
inspires change and focuses beyond the individual; core activities that 
are engaging and meaningful and offer skills development; a relational 
environment that offers care, support and belonging; an opportunity 
structure that offers involvement to people with varied backgrounds; 
leadership that is motivating and inspiring; and organisational mecha-
nisms capable of adapting to internal and external changes (Maton, 
2008; Maton & Salem, 1995). 
Maton (2008) identifies a number of empowering settings, including 
the locality domain, defined as ‘settings that empower citizens in 
impoverished communities to take action to improve the locality in 
which they live’ (p.5) is of particular interest for the current research. In 
this locality domain, which includes disadvantaged communities 
receiving area regeneration programmes delivered through community 
housing organisations, a similar set of factors that influence empower-
ment has been identified, including the smaller size of some commu-
nities, their residential stability, the depth of experience of local 
activists, and the extent of community organisations’ wider networks, 
all of which support more empowered groups (Lawson and Kearns 
2010). Against this, some communities have such substantial problems 
of poor quality housing and inadequate services that these issues 
consume the majority of the time and effort of local activists and groups, 
leaving little space for pro-active developments (Lawson & Kearns, 
2010). Thus, even among disadvantaged communities, the scope for 
collective engagement varies, despite the presence of community ‘an-
chor’ organisations with a remit for localised development and service 
delivery (Henderson, 2015). 
The effectiveness of community engagement thus depends upon 
context. At the level of the residential block or neighbourhood, Dupéré 
& Perkins, 2007 considered that context may be the combination of 
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environmental stressors and social resources. They found, for an 
American city, that higher levels of participation in community orga-
nisations were associated with better mental health in neighbourhoods 
with average levels of environmental stressors but not in neighbour-
hoods with high or low levels of stressors. Moreover, another form of 
social resource, informal ties with neighbours, was only effective in 
advantaged, mostly white communities. The present study specifically 
focuses on deprived areas, addressing lack of evidence about community 
engagement’s effects in this context. In such circumstance, there are 
differences of view as to whether empowerment should be individu-
alised or more radical and collective, involving communities organising 
and mobilising to become more powerful in relation to their lives and 
health (Green et al., 2015; Laverack, 2006a; Woodall et al., 2012). 
One model of community empowerment merges individual and 
collective qualities, having three components: capability, deciding and 
achieving (Lawson & Kearns, 2014). Capability is often referred to in 
policies for disadvantaged communities as ‘capacity-building’, 
comprising having relevant knowledge and information about one’s 
prevailing circumstances, understanding of the organisational and pol-
icy context applicable to the situation, and critical awareness through 
which to challenge policy norms and assumptions. In their development 
of a conceptual model for ‘empowerment as a strategic process of 
intervention’, Cavalieri and Almeida (2018) stipulate that competencies 
and critical awareness are functional at the three levels of individual, 
community and organisation. Deciding refers to being in the position, or 
having the opportunity, to make choices for one’s community, 
Achieving is the ability to institute actions (directly or indirectly) in 
order to implement the decisions made and convert choices into out-
comes (Albuquerque et al., 2016). These components combine to result 
in three types of empowerment outcome: psychological (feeling 
empowered), political (being party to decision-making) and practical 
(changing things in a desired direction) (Lawson & Kearns, 2014). 
However, not everyone desires the same form of empowerment, or 
involvement in decisions and actions to the same degree. Recent studies 
in different contexts have identified inactive and passive forms of 
empowerment. In a regulated consumer market, Ioannidou (2018) 
distinguished between the ‘active empowered’ consumer who makes a 
move to change where they get their goods and services from (in this 
case energy) and the ‘passive empowered’ consumer who does not. As 
she says, ‘the fact that some consumers remain passive does not mean 
that they are not empowered’ (p.145) as they may have judged that the 
outcome of taking action does not guarantee a better outcome. The 
inactivity of the ‘passive empowered’ may also reflect their own per-
sonal characteristics and capabilities. However, the provision of con-
sumer information that underlies this decision is itself an empowerment 
process, not to be eclipsed by a focus only on consumer action as an 
empowerment outcome. In rural community settings, Galiè & Farn-
worth, 2019 extend the usual concepts of power such as ‘power to’ and 
‘power over’ (Pansardi, 2012) to include a new, relational concept of 
‘power through’ in which ‘the empowerment of one individual may 
change even if he or she does not act’ (p.14). This is because the 
empowerment of the individual in such settings is mediated by other 
relational factors, one or more of which may change, including: the 
empowerment status of significant others related to them, the way their 
personal characteristics affect their relations to others, and judgements 
made by their community. 
Our study setting is a combination of these last two: a regulated 
social housing market serving disadvantaged tenants and a deprived 
community existing within a planning system. In this situation people 
may also value more passive, reactive or pro-active forms of empower-
ment. The first two are more relational (e.g. feeling empowered by 
having good relations with a service provider or by seeing their response 
to customer feedback) and the latter more active (e.g. taking action to 
change things directly). For some people, being kept well informed by 
those responsible for key services to meet their needs may be enough to 
make them feel empowered in a passive sense as citizens. Others require 
a degree of response on the part of policy-makers and service providers 
to views they have expressed in order to recognise that they are being 
treated with dignity and respect and identify this reactive form of 
empowerment (Poverty & Inequality Commission 2020). Lastly, there is 
empowerment derived through acting oneself, both deciding and insti-
tuting a course of action. We would expect mental health and wellbeing 
impacts to be greater with proactive empowerment, where people have 
invested their own efforts to produce a return. Very often, such proactive 
empowerment is necessarily collective, particularly to produce change 
at the community level, and this collective endeavour and achievement 
may have added psychological returns. 
Community engagement and regeneration 
Community engagement has been a central means of delivery and an 
end in itself for area regeneration programmes in the UK for at least two 
decades (Imrie & Raco, 2003), although the sincerity of this focus has 
been questioned (Somerville 2011). Such area regeneration programmes 
can be housing-focused and/or more holistic. The former consist mostly 
of housing works with resident engagement over the nature of im-
provements to dwellings and housing services within an area. More 
holistic regeneration, on the other hand, incorporates a mixture of 
housing and neighbourhood improvements, with resident engagement 
over the nature, sequencing, timing and governance of area level 
changes to the physical, social and economic environments (Breese, 
2008). We thus refer to housing empowerment and neighbourhood 
empowerment in our own study, to reflect the effects of engagement for 
these two approaches. A review of community engagement initiatives in 
the UK, specifically including studies of housing and regeneration, re-
ported that such engagement can improve participants’ skills and sense 
of political efficacy and impact positively on the delivery of housing 
services and on the planning of other services (Milton et al., 2011). 
However, a separate review of community engagement programmes 
found that none measured community level outcomes (South et al., 
2010), despite such engagement potentially producing social outcomes 
that are either valuable in and of themselves, or on a pathway to health 
improvement (Nutbeam, 1998; Rogers & Robinson, 2004; South & 
Phillips, 2014). 
Few studies have investigated mental health and wellbeing outcomes 
from community engagement initiatives and fewer still from area-based 
programmes in disadvantaged communities that include community 
engagement elements. This is despite a review from nearly twenty years 
ago concluding that ‘the process of regeneration may be a critical factor 
in generating positive or negative outcomes of health and wellbeing’ 
(Popay, 2001, p. 6). Since this review, there have been five studies of 
mental health and wellbeing from area regeneration programmes in the 
UK; three found no improvement in mental health for adults in the 
recipient communities (Critchley et al., 2004; Huxley et al., 2004; 
Stafford et al., 2014) and two reported mental health gains (Blackman & 
Harvey, 2001; White et al., 2017). 
Only in the case of the New Labour Government’s flagship regener-
ation programme New Deal for Communities (NDC), which ran from 
1998 to 2011, was the impact of community engagement within these 
mostly housing-led regeneration programmes specifically evaluated. 
The NDC initiatives around the UK contained four types of community 
engagement approaches: resident-led with community values; resident- 
led but becoming instrumental over time; instrumental approach to 
engagement to achieve physical changes, while containing community 
empowerment values; and emphasis on physical changes with a purely 
instrumental approach to engagement. The evaluation reported no gains 
in mental health in areas with the resident-led types of community 
engagement, but that mental health deteriorated in areas with the third 
type of engagement (instrumental with empowerment values) (Popay 
et al., 2015). 
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Present study 
Overall, there is very little evidence regarding the effects of com-
munity engagement or empowerment in area regeneration programmes 
on mental health and wellbeing and a particular paucity of evidence 
from deprived areas. Our aim is to investigate whether, in the most 
deprived areas, changes in psychological empowerment over time are 
associated with changes in mental health and wellbeing outcomes for 
residents. We consider three hypotheses:  
1. The effects of empowerment will be greater upon mental wellbeing 
than upon mental health.  
2. Neighbourhood empowerment will have greater effects than housing 
empowerment.  
3. Proactive forms of empowerment will be more strongly associated 
with mental health and wellbeing than passive or reactive forms. 
Study context 
This study takes place in Glasgow, Scotland. The Scottish Govern-
ment’s approach to community empowerment over the past decade or 
more has comprised two main elements: trying to make public services 
more responsive to communities; and giving communities more rights, 
responsibilities, and access to resources. The first of these national ob-
jectives has been pursued through ‘Community Planning’, which was 
given a statutory basis by the Local Government in Scotland Act 2003. 
Through Community Planning Partnerships (CPPs) within each district, 
local authorities and other public bodies are required to work together 
and in consultation with communities, businesses and voluntary orga-
nisations and groups to improve and coordinate public services and 
‘ensure they meet the needs of local people’. However, most assessments 
conclude that Community Planning has struggled to involve local 
communities (Matthews, 2014; Sinclair, 2008, Audit Scotland, 2013). 
The second objective is encapsulated in the Community Empowerment 
(Scotland) Act 2015, which along with an Action Plan is seen as ‘a means 
to tackle a wide range of issues faced by communities’ (Rolfe, 2018, p. 
582; Scottish Government and COSLA 2009). The Act provided new 
rights for community empowerment including the right to: request 
participation in discussions with public bodies about how to improve 
local outcomes; purchase neglected or abandoned local land and 
buildings that are detrimental to community wellbeing; and request the 
transfer of public land or buildings for better use by the community 
(Scottish Community Development Centre 2019). 
Within this context, Glasgow is Scotland’s largest city, a post- 
industrial conurbation previously reliant upon heavy industry such as 
shipbuilding for a large part of its employment. It has 48% of its 
neighbourhoods among the most deprived quintile of local areas in 
Scotland (Scottish Government, 2016a). It also has a poor health record, 
including male life expectancy 3.7 years less than the national average 
and the lowest mental wellbeing recorded for Scottish cities (Under-
standing Glasgow, 2018). Community engagement and empowerment 
in Glasgow’s deprived neighbourhoods are facilitated in relation to both 
housing and regeneration. The city’s social housing stock (the largest in 
the UK) was transferred from the local authority to a social landlord, 
Glasgow Housing Association (GHA) in 2003, a move intended to ‘pro-
mote community empowerment, community control and community 
ownership’ (GHPSG, 2000, p. 2). Local committees were to have a say in 
all housing decisions made by GHA through a federated structure of 
Local Housing Organisations (LHOs) or via a second transfer of the 
housing stock to the ownership of a smaller, local housing association 
over the next ten years (GCC, 2002). This ‘community ownership’ model 
was promoted in national policy as ‘a way to empower tenants’ within 
social housing (Scottish Office, 1999), although scepticism was 
expressed about the ability of a large organisation such as GHA to 
decentralise power (Gibb, 2003). From 2003 to 2015, GHA undertook an 
extensive programme of improvements to its housing stock organised on 
an area-by-area basis across the city, including both individual and 
collective local consultations with tenants about the programme of 
works. 
Soon after stock transfer, GHA along with the city council identified 
fifteen parts of the city for area regeneration over the next decade or 
more, with some areas being completely demolished and redeveloped 
and others improved and partially rebuilt (GHA, 2006). Tenant 
consultation and community engagement were to be central to this 
programme of area renewal and, in the larger regeneration areas, local 
consultative forums were created to help produce master plans for the 
areas. The Scottish Government also provided funds to assist 
community-led regeneration beyond the major physical environmental 
changes brought about by regeneration partners. The Empowering 
Communities Fund offers grants to communities for a range of purposes 
including: strengthening community organisations; supporting projects 
to tackle poverty and promote inclusion; assisting community asset 
ownership; and facilitating participatory budgeting whereby commu-
nities have more say in how public money is spent in their area. 
To summarise the situation regarding community engagement ac-
tivities, we can consider two sets of circumstances. In communities 
subject to area regeneration, engagement comprised periodic commu-
nity involvement over a six year period (circa.2006–12) in the design of 
the area renewal programme through collaboration early on, and later 
through consultation. There has also been community consultation on 
renewal delivery from time to time, which continues to happen occa-
sionally though not continuously. In other communities with substantial 
amounts of social housing, engagement occurred over a ten-year period, 
circa. 2005–15 (though not uniformly or continuously with the whole 
community) involving tenant consultation on the delivery of housing 
improvements, and limited individual tenant choice over aspects of how 
these are to be achieved. These are the two main sets of community 
engagement activities in our study areas (see below). In addition, all the 
communities experienced to varying degrees engagement in the form of 
consultation about community needs via the Community Planning 
process, and they may have experienced what O’Mara-Eves et al. (2015) 
call ‘self-mobilised’ and ‘lay-delivered’ interventions or forms of 
engagement via the use of the Empowering Communities Fund. How-
ever, for the most part, community engagement took the form of 
consultation about the design and delivery of improvements rather than 
community involvement in delivery itself. With regard to the duration of 
engagement, it is worth noting that although the recent systematic re-
view found that shorter durations of 6 months were more effective than 
longer ones, beyond this the review could only distinguish between 
durations of less than or more than two years, although the largest effect 
on self-efficacy was found for interventions of two years or more dura-
tion (O’Mara-Eves 2015). In our case, the community engagement ac-
tivities occurred over longer periods of six or ten years, but within this 
the activities were sporadic rather than continuous, with some com-
munities or parts thereof experiencing little or no engagement about the 
regeneration for long periods at a time (Lawson & Kearns, 2014). This 
makes it difficult to draw conclusions about whether the duration of 
regeneration and its associated engagement activities influences its 
impacts. In any case, our study is not an evaluation of the regeneration 
per se, but rather an examination of how, over time, psychological 
empowerment that occurs in the context of ongoing community 
engagement activities associated with area regeneration of one form or 
another may be associated with mental health and wellbeing outcomes 
for residents. 
Methods 
Data are based on three repeated surveys of adult householders 
carried out in 2008, 2011 and 2015 in the 15 city of Glasgow areas 
identified for regeneration. The study communities are relatively 
disadvantaged, with all but one falling within the 15% most deprived 
nationally (Walsh, 2008) and all having a social housing share above the 
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city rate. The areas were classified into five types according to the type 
of activity they were subject to, ranging from complete redevelopment, 
through partial redevelopment, to varying degrees of housing 
improvement and new build (Egan et al., 2010). In the communities 
subject to ongoing area regeneration (N = 6), all dwellings were 
sampled; in the other study areas (N = 9) a random sample of postal 
addresses was used. One adult householder was interviewed per 
household on each occasion. Response rates to the surveys were 47.5%, 
45.4% and 47.0%, respectively; these are in line with declining response 
rates in recent years and lower response rates in Glasgow than other 
districts (Scottish Government, 2010, p. 2013). As our focus was on the 
impact of changes in empowerment over time, analyses were based on a 
longitudinal sample of respondents who were interviewed and resident 
at the same address at 2 timepoints (T1 and T2). 
Empowerment 
We measure empowerment in a psychological sense, i.e. feelings of 
empowerment, rather than in other respects such as decision-making or 
the achievement of desired goals, which have a political and material 
rather than psychological basis. We examine two forms of empowerment 
– Individual (Housing) Empowerment and Collective (Neighbourhood) 
Empowerment – both having individual and collective elements. Indi-
vidual (Housing) Empowerment relates to housing services alone, i.e. 
services to dwellings, their occupants and residential buildings, and is 
based on respondents’ satisfaction (very satisfied, fairly satisfied, 
neither satisfied nor dissatisfied/don’t know, fairly dissatisfied, very 
dissatisfied) with three aspects of their landlord or factor. These ques-
tions were asked of respondents in a module specifically about their 
housing, namely: “The way you are kept informed about things that 
might affect you”; “Their willingness to take account of residents’ views 
when making decisions”, and “The overall housing service provided by 
your landlord”. The first of these questions represents a passive form of 
empowerment, with second and third representing a reactive form of 
empowerment. In the case of Glasgow, the stock transfer followed a 
decision made by tenants who were unhappy and sought improvements 
in all three respects: being kept informed, being listened to, and having 
good quality housing and associated services. Housing empowerment is 
mostly individual, though not entirely. For the most part, housing and 
the meaning of the home are individualised in western societies, with 
housing a positional good from which people derive not only shelter and 
accommodation but also ontological security and self-esteem (Hiscock 
et al., 2001). Housing providers have a strong focus on individual ten-
ants, seeking to improve their customer services and individual con-
sumer rights (Mills, 2009). Although social landlords are encouraged to 
set up tenants’ representative groups for consultation purposes, their 
existence and involvement is very variable, so that most tenants see their 
relation to their landlord as an individual one, although in some areas 
there may be an effective tenants group (Lawson & Kearns, 2010). 
Collective (Neighbourhood) Empowerment relates to spatial and 
service planning for a local area, and is similarly based on respondents’ 
strength of agreement with three statements about their local area: “On 
your own, or with others, you can influence decisions affecting your 
local area”; “People in this area are able to find ways to improve things 
around here when they want to”; and “The providers of local services, 
like the council and others, respond to the views of local people”. The 
first two of these questions represent proactive forms of empowerment, 
whilst the last represents reactive empowerment. These questions are 
distinct from the housing ones, since they were asked in a different 
module within the survey introduced as being about the local neigh-
bourhood, they did not refer to the landlord, and nor does the council 
provide housing services any longer. The services asked about in this 
neighbourhood module related to the environment and public amenities 
(such as street lighting, libraries, schools, play areas etc.). Neighbour-
hood empowerment is mostly collective, though not exclusively. The 
official mechanisms set up to support community empowerment in 
respect of local services, land and buildings are collective in nature, 
requiring active community organisations to exercise the relevant 
powers. Although it is possible that individuals may seek to achieve 
empowerment over neighbourhood issues, we consider this to be far less 
common than collective efforts. 
All individual empowerment responses were scaled from 1 (worst) to 
5 (best), with changes in individual empowerment responses between 
T1 and T2 ranging from − 4 (worsening) to 4 (improving). Indivdual 
(Housing) and Collective (Neighbourhood) Empowerment summary 
measures were also constructed by summing the three relevant re-
sponses to produce a score between 3 (worst response for all three 
questions) and 15 (best response for all three questions). Change in these 
summary empowerment scores between T1 and T2 ranged from − 12 
(worsening) to 12 (improving). 
Mental health and wellbeing 
Mental health and wellbeing at both time points were assessed using 
the SF12 mental component summary (MCS) (Ware, Kosinski, & Keller, 
1996) and the Warwick-Edinburgh Mental Wellbeing Scale (WEMWBS) 
(Tennant et al., 2007) respectively. Analyses focussed on changes in 
these outcomes over time, considering the difference between MCS and 
WEMWBS scores between T1 and T2 adjusted for (baseline) scores at T1. 
Analysis 
Analyses focus on associations between changes in empowerment 
between T1 and T2 and changes in wellbeing and mental health over the 
same period. There was variation in the number and magnitude of cat-
egories in the change in empowerment variables and so Slope Indices of 
Inequalities (SII) were derived (Regidor, 2004) to allow comparison of 
their respective impact on mental health and wellbeing. In least squares 
regression models SII coefficients represent the difference in outcome 
(change in SF12MCS or WEMWBS from T1 to T2) comparing the most 
improved (most positive) with the worst (most negative) change in the 
relevant empowerment measure. All analyses are based on multilevel 
models for observations nested within individuals and nested within 
area type (complete/partial redevelopment, other). Basic analyses are 
adjusted for baseline outcome value, baseline empowerment, and in-
terval in years between the two responses (T1 and T2). Fully adjusted 
models also include confounding variables (measured at T2): sex, age 
group, citizenship status (white British, other), housing tenure (renter, 
owner-occupier), employment status (working, not working, retired) 
and presence of any long-standing illness. Analyses were repeated 
stratified by (a) area type and (b) year of interview to explore any po-
tential effect modification. 
Results 
Based on the sampling criteria (respondents interviewed and resi-
dent at the same address in at least 2 waves) 78% and 55% of those 
interviewed in 2008 and 2011 respectively were included in the ana-
lyses, resulting in a total of 2862 pairs of interviews. Characteristics of 
the analytical sample at both time points are presented in Table 1. 
Almost two thirds of respondents were female with mean age 53 and 57 
at T1 and T2 respectively. Just over 20% of respondents were working at 
each time. The proportion not working was 6% lower by T2, while the 
proportion who reported being retired rose by a similar amount, 
reflecting the increased age at T2. Similarly, respondents were more 
likely to report having a long-standing illness at T2 (48% versus 38% at 
T1). Mean (SD) SF12 MCS and WEMWBS scores were similar at both 
time points (SF12 MCS: 48.5 (11) versus 49.1 (12) and WEMWBS: 49.7 
(10) versus 49.3 (11) at T1 and T2 respectively). Respondents who were 
interviewed in 2008 or 2011 but who were excluded from the analyses 
(because they were not interviewed or had moved in subsequent waves) 
were very similar in terms of these characteristics to those who were 
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included. 
Table 2 presents responses to the Individual (Housing) Empower-
ment questions at both time points. Responses overall were more posi-
tive at T2 than at T1,with the percentages giving positive answers (agree 
or strongly agree) increasing by 8% for being kept informed, 6% for 
having views taken into account, and 11% for being satisfied with the 
overall service. For each item, the proportion whose answer was more 
positive at T2 than at T1 exceeded the proportion giving a less positive 
answer at T2 (33–36% improving versus 27–31% worsening). 
Table 3 shows the equivalent data for the Collective (Neighbour-
hood) Empowerment questions. The level of perceived neighbourhood 
empowerment was lower than for housing empowerment: at T2, looking 
at the level of agreement with each item, just over half the sample 
considered themselves empowered in neighbourhood terms, compared 
with around seven-in-ten respondents who felt empowered in housing 
terms. Again, the responses were more positive at T2 than at T1, 
although the increases in percentages answering agree or strongly agree 
were less marked than in the case of the housing empowerment ques-
tions: 1% for influencing decisions, 6% for ability to improve things and 
5% for responsive services. For two items (improving things and 
responsive services), the proportion giving a more positive response at 
T2 compared with T1 exceeded the proportion giving a less positive 
answer. However, this was not true for influencing decisions, where 35% 
of respondents gave a less positive (or more negative) answer at T2 than 
at T1, compared with 34% who gave a more positive (or less negative) 
answer at T2. 
Associations of changes over time in Individual (Housing) Empow-
erment with changes in wellbeing and mental health are presented in 
Table 4. Analyses stratified by area type and year were similar and re-
sults are therefore presented for all respondents combined. In basic 
analyses, improvements in housing empowerment over time were 
associated with positive changes in both wellbeing and mental health; 
Table 1 
Respondent characteristics at T1 and T2.   
Values at T1 
N (%) 
Values at T2 
N (%) 
Sex 
Male 1060 (37.0) – 
Female 1802 (63.0)  
Age group   
16-39 619 (21.6) 447 (15.6) 
40-54 834 (29.1) 780 (27.3) 
55-64 573 (20.0) 533 (18.6) 









Renting 2350 (82.1) 2343 (81.9) 
Owner occupied 512 (17.9) 519 (18.1) 
Employment status 
Working 638 (22.4) 603 (21.1) 
Not working 1191 (41.8) 1039 (36.3) 
Retired 1024 (35.9) 1220 (42.6) 
Long standing illness 
No 1758 (61.5) 1476 (51.6) 
Yes 1099 (38.5) 1386 (48.4) 
Mean (SD) SF12 MCS 48.5 (11.0) 49.1 (11.8) 
Mean (SD) WEMWBS 49.7 (10.3) 49.3 (10.7)  
Table 2 







Change from T1 to 
T2 
N (%) 
Landlord/factor keeps me informed 
Strongly 
disagree 
83 (2.9) 99 (3.7)   












Strongly agree 589 (20.7) 627 (23.3)   
Landlord/factor takes residents views into account 
Strongly 
disagree 
113 (4.0) 125 (4.7)   












Strongly agree 500 (17.5) 510 (19.0)   
Overall service provided by landlord/factor 
Strongly 
disagree 
98 (3.5) 96 (3.6)   












Strongly agree 502 (17.7) 613 (23.0)   
Housing empowerment score    
Mean (SD) 11.1 (2.6) 11.4 (2.7) Worsening 956 
(36.3) 












Change from T1 to 
T2 
N (%) 
Can influence local decisions    
Strongly 
disagree 
205 (7.2) 155 (5.4)   












Strongly agree 224 (7.8) 188 (6.6)   
Can improve things 
Strongly 
disagree 
161 (5.6) 88 (3.1)   












Strongly agree 258 (9.0) 178 (6.3)   
Local service providers respond to people 
Strongly 
disagree 
170 (6.0) 120 (4.2)   












Strongly agree 195 (6.8) 185 (6.5)   
Neighbourhood empowerment score 
Mean (SD) 9.9 (2.6) 10.0 (2.4) Worsening 1170 
(41.2) 
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for example respondents with the most improved view of housing 
empowerment overall saw a 5.80 (95% confidence interval (CI): 4.10, 
7.50) increase in WEMWBS and a 4.26 (2.40, 6.11) increase in SF12 MCS 
when compared with those whose view of housing empowerment saw 
the greatest decline over time. These associations were similar or 
stronger after further adjustment for confounders. Within housing 
empowerment, results indicate somewhat stronger associations for 
‘service satisfaction’ (WEMWBS: 6.89 (5.19, 8.58); SF12 MCS: 5.14 
(3.26, 7.02)) than for ‘views taken into account’ or ‘being kept 
informed’. 
Similar results for associations of changes in Collective (Neigh-
bourhood) Empowerment and changes in wellbeing and mental health 
are shown in Table 5. Stratified analyses of wellbeing were similar and 
results are presented for all respondents combined. Again, respondents 
with the greatest improvement in neighbourhood empowerment also 
had improved WEMWBS scores and these associations were more 
marked than for housing empowerment (SII (95% CI) for neighbourhood 
empowerment score: 9.48 (7.85, 11.21)) and strong associations 
remained after adjustment for confounders (8.90 (7.29, 10.51)). Within 
neighbourhood empowerment, results indicate stronger associations 
with mental wellbeing for ‘influencing decisions’ (8.14 (6.50, 9.78)) and 
‘improving things’ (8.07 (6.34.9.80)) than for ‘responsive services’ (6.74 
(5.04, 8.44)). Results for SF12 MCS were different according to the years 
in which respondents were interviewed. Results for those interviewed in 
2008 and then in 2011 were similar to those for housing empowerment 
with respondents with the greatest improvement in neighbourhood 
empowerment overall having SF12 MCS scores 4.98 (2.28, 7.68) greater 
than those with the greatest worsening. In contrast, results for re-
spondents who were interviewed for the second time in 2015, regardless 
of the timing of their first interview, showed no or slightly negative 
associations between neighbourhood empowerment and SF12 MCS. 
Moreover, in the fully adjusted analysis, the negative association was 
somewhat stronger for ‘responsive services’ than for the other two items. 
Discussion 
The value of community empowerment is well recognised and many 
initiatives, national and local, have aimed to promote empowerment, 
particularly in disadvantaged communities. The potential for empow-
erment to improve health and health behaviours has been recognised by 
NICE (2008), which advocates for community engagement in the plan-
ning, development and management of services. However, in spite of its 
potential importance in determining population health and decreasing 
health inequalities, there is little evidence regarding the impact of 
community engagement and empowerment on health outcomes, 
particularly among disadvantaged groups. The present study adds to the 
evidence about community engagement’s impacts in disadvantaged 
communities those officially defined as the most deprived areas. A 
recent systematic review found no evidence that engagement was 
particularly beneficial in disadvantaged places, but covered only six 
studies, with ‘disadvantaged’ being identified merely by location in the 
inner city (O’Mara-Eves et al., 2015). 
The same review called for research that was long-term and using a 
range of outcome measures (O’Mara-Eves et al., 2015). Our results focus 
on measures of both mental health and mental wellbeing, are based on a 
large sample of over 2000 respondents who were interviewed at the 
same address on at least two occasions, with a longitudinal design to 
give additional confidence in the directionality of the observed associ-
ations. Previous studies in the UK, even those conducted over time, have 
tended to use repeat cross-sectional samples, so our design represents an 
advance. Past research in Glasgow reported positive cross-sectional as-
sociations between one item of neighbourhood empowerment (‘influ-
encing decisions’) and both mental health and wellbeing (Baba et al., 
2017); we have confirmed this finding longitudinally, and extended it by 
including other empowerment variables. 
However, alongside these strengths, there are also some limitations 
that should be considered when interpreting the results. Our longitu-
dinal design required respondents to have been interviewed and resident 
at the same address at two survey waves and, thus, regular house-movers 
Table 4 
Slope Index of Inequality (SII) (95% CI) for change in Mental Wellbeing Score 
(WEMWBS) and Mental Health Score (SF12 MCS) from T1 to T2 comparing most 
positive versus most negative change in Individual (Housing) Empowerment 
from T1 to T2.   
Basic Adjustmenta Full Adjustmentb 
WEMWBS (all respondents) 
Landlord/factor keeps informed 5.20 (3.43, 6.97) 
*** 
5.92 (4.26, 7.58) 
*** 
Landlord/factor takes views into 
account 
5.74 (3.94, 7.54) 
*** 
6.00 (4.32, 7.69) 
*** 
Satisfied with landlord/factor service 6.20 (4.40, 8.00) 
*** 
6.89 (5.19, 8.58) 
*** 
Combined housing empowerment 
score 
5.80 (4.10, 7.50) 
*** 
6.38 (4.78, 7.97) 
*** 
SF12 MCS (all respondents) 
Landlord/factor keeps informed 4.10 (2.17, 6.03) 
*** 
4.27 (2.43, 6.11) 
*** 
Landlord/factor takes views into 
account 
3.51 (1.54, 5.47) 
*** 
3.18 (1.31, 5.04) 
*** 
Satisfied with landlord/factor service 5.25 (3.29, 7.20) 
*** 
5.14 (3.26, 7.02) 
*** 
Combined housing empowerment 
score 
4.26 (2.40, 6.11) 
*** 
4.24 (2.47, 6.02) 
*** 
*p < .05, **p < .01, ***p < .001. 
a Adjusted for baseline WEMWBS/SF12MCS, baseline empowerment and time 
between T1 and T2. 
b Adjusted also for sex, citizenship, age, employment status, LSI and tenure at 
T2. 
Table 5 
Slope Index of Inequality (SII) (95% CI) for change in Mental Wellbeing Score 
(WEMWBS) and Mental Health Score (SF12 MCS) from T1 to T2 comparing most 
positive versus most negative change in Collective (Neighbourhood) Empow-
erment from T1 to T2.   
Basic Adjustmenta Full Adjustmentb 
WEMWBS (all respondents) 
Can influence local decisions 8.99 (7.22, 10.76) 
*** 
8.14 (6.50, 9.78) 
*** 
Can improve things 7.87 (6.02, 9.75)*** 8.07 (6.34, 9.80) 
*** 
Local service providers respond to 
people 




9.48 (7.85, 11.21) 
*** 
8.90 (7.29, 10.51) 
*** 
SF12 MCS (respondents interviewed 2008 to 2011) 
Can influence local decisions 5.39 (2.41, 8.37)*** 4.13 (1.35, 6.91) 
** 
Can improve things 4.35 (1.28, 7.42)** 4.13 (1.28, 6.98) 
** 
Local service providers respond to 
people 




5.96 (3.07, 8.85)*** 4.98 (2.28, 7.68) 
*** 
SF12 MCS (respondents interviewed 2008/2011 to 2015) 
Can influence local decisions − 0.52 (− 3.17, 
2.13) 
− 1.24 (− 3.71, 
1.23) 
Can improve things − 0.16 (− 2.98, 
2.66) 
− 0.02 (− 2.63, 
2.59) 
Local service providers respond to people − 0.71 (− 3.46, 
2.03) 
− 2.28 (− 4.82, 
0.27) 
Combined neighbourhood empowerment 
score 
− 0.74 (− 3.37, 
1.88) 
− 1.66 (− 4.10, 
0.78) 
*p < .05, **p < .01, ***p < .001. 
a Adjusted for baseline WEMWBS/SF12MCS, baseline empowerment and time 
between T1 and T2. 
b Adjusted also for sex, citizenship, age, employment status, LSI and tenure at 
T2. 
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were excluded, even though residential instability is common in 
deprived areas. Those taking part in two or more surveys were more 
likely to be female and were generally older than those who were not 
included. Our study is therefore not wholly representative of all resi-
dents of deprived areas. In addition, our study did not include a measure 
of proactive empowerment in relation to housing, to see whether the 
added effect of proactivity is present across policy sectors and we 
highlight this as an area for future research. 
Our measures of Individual (Housing) and Collective (Neighbour-
hood) Empowerment are at an individual rather than at a collective 
level, and derived from a quantitative survey. A recent synthesis review 
of the measurement of community empowerment suggested three things 
(Laverack & Pratley, 2018). First, that a mixed methods approach would 
be best, although this was rarely done, otherwise there would be gaps, 
particularly at the community level (Cyril et al., 2016). Second, the 
complexity of empowerment is such that summary indices that combine 
variables should be used. Nevertheless, many of the measurement do-
mains pertain to necessary conditions that would enable people to do 
such things as make their own choices or interact with institutions to 
address injustices, rather than being empowerment outcomes (Laverack, 
2006b; Laverack & Pratley, 2018; Narayan 2005). The measures we 
have combined are more about perceived and psychological empower-
ment outcomes rather than empowerment conditions, and include var-
iables that directly relate to some of the dimensions in the World Bank’s 
Empowerment and Inclusion Index, such as effectiveness in obtaining 
services and effectiveness of local political influence (Alsop et al., 2006). 
Thirdly, the review described how collective empowerment could be 
measured through the use of clustered sampling designs and the ag-
gregation of individual survey responses at the community level. 
Although, we have not done this, our survey was conducted in particular 
selected areas where engagement with improvements had occurred, so 
that the responses at the individual level are very much within a com-
munity context. But as the review also said, ‘The evidence suggests that 
individual and collective levels of empowerment are closely associated’ 
(Laverack & Pratley, 2018, p. 14). In our study we have used measures of 
psychological empowerment that reflect the fact that empowerment can 
be individual or collective, relate to different spaces in the residential 
domain – namely consumption of housing and use of the neighbourhood 
- and be achieved through different modes of operation from the passive, 
through the responsive to the reactive. Moreover, existing work specif-
ically in deprived areas is limited and our results provide an important 
insight into experiences in such localities. 
We have explored the impact of longitudinal changes in empower-
ment on mental health and wellbeing using data from 15 deprived areas 
in Glasgow to understand whether the effects of empowerment differ 
between domains of activity and types of empowerment. We found that 
psychological empowerment was higher, and positive views increased 
by more over time, in respect of housing than neighbourhoods. Further, 
at the individual level, changes in both types of empowerment were 
positively associated with changes in mental health and wellbeing. Our 
data are derived from disadvantaged communities where sense of effi-
cacy can be low and feelings of helplessness may be high (Overmier, 
2002), with the potential for gain from community initiatives and 
regeneration programs that include community engagement and 
empowerment components. Thus, the main finding of positive associa-
tions between changes in empowerment and changes in mental health 
and wellbeing are socially important. However, the fact that the positive 
association between Collective (Neighbourhood) Empowerment and 
mental health disappeared in the post-2011 period and a negative as-
sociation with the ‘responsive services’ form of empowerment emerged 
may be of political importance. This is the period during which welfare 
reforms and austerity measures were introduced in the UK (commencing 
in mid-2010). Glasgow was one of the older industrial areas hardest hit 
by welfare reforms (Beatty & Fothergill, 2014) with deprived commu-
nities being hardest hit by cuts to public services (Hastings et al., 2017). 
The effects of empowerment were greater in relation to mental 
wellbeing than mental health, supporting our first hypothesis, and may 
reflect the mental wellbeing scale’s inclusion of measures of positive 
affect, such as optimism, and positive functioning, such as clear thinking 
and competence (Tennant et al., 2007). These traits may be impacted by 
interactions and experiences that positively reinforce individual’s status 
regarding service providers and decision-makers, and/or their ability to 
bring about change directly. The Scottish Government has an objective 
of annual improvements in mental wellbeing but has reported that the 
target indicator has remained static in recent years (Scottish Govern-
ment, 2016b, p. 2017). Our results suggest that enabling empowerment 
for individuals and communities may have a marked impact upon 
mental wellbeing and are therefore substantive in policy terms. 
Although both types of empowerment were strongly associated with 
mental wellbeing, associations with Collective (Neighbourhood) 
Empowerment were more marked than with Individual (Housing) 
Empowerment, in accord with our second hypothesis. Thus, the positive 
affect that comes from empowerment is greater where feelings of 
empowerment are embedded in and shared with others, adding impor-
tant evidence that is currently lacking. A recent systematic review re-
ported that evidence for links between social capital and mental 
wellbeing is weak or absent because ‘most studies focus on negative 
aspects of mental health, such as depression and disorders’, making 
specific reference to the lack of studies that use the WEMWBS scale 
(Nyqvist et al., 2013, p. 402). Our results for Collective (Neighbour-
hood) Empowerment, a form of bridging and linking social capital 
(Putnam, 2000), are important in illuminating the role of the meso level 
in psychosocial health (Nyqvist et al., 2013). 
Our finding of associations over time between Individual (Housing) 
Empowerment and mental health reflects a long-standing recognition of 
the importance of home environment for mental health, whereby 
empowerment in relation to the service provider or landlord can help 
prevent conditions detrimental to mental health such as disrepair and 
dampness (Evans et al., 2003). However, our study was conducted in 
areas with a high presence of social housing, a sector firmly regulated to 
produce responsive services and encourage tenant participation, and is 
also undergoing reforms, including proposed tenant engagement over 
landlord regulatory performance (Ainsworth & Strachan, 2019). A 
concern for the future in Glasgow, as in the rest of the UK, is that the 
recent rapid growth of the private rented housing sector, tripling in size 
in Glasgow since 199, is outstripping the effectiveness of regulatory 
reforms to improve landlord registration and repair behaviour (Living-
ston et al., 2018). This is an area in need of policy improvement to avoid 
increasing numbers of younger households finding themselves relatively 
powerless against private landlords. 
The most proactive forms of empowerment, ‘influencing decisions’ 
and ‘improving things yourselves’, had the strongest associations with 
mental wellbeing, partially confirming hypothesis three. Reactive forms 
of empowerment, ‘responsive services’, ‘satisfaction with housing ser-
vices’ and ‘landlord takes views into account’, had the next strongest 
associations, followed lastly by the most passive form of empowerment, 
‘being kept informed’. However, for mental health the strongest asso-
ciation was found for reactive forms of empowerment, possibly indi-
cating the high importance of good services and high standards for 
mental health, in line with much past research on housing 
environments. 
It is interesting that in health terms, a stronger link between well-
being and health outcomes has been reported in more individualistic 
countries (Okely et al., 2018), and that the UK is identified as a country 
with very strong support for individualism as an organising social 
principle (European Commission 2017). However, it has been observed 
that wellbeing measures such as CASP-12 and CASP-19 (used in the EU 
research) have an individualistic bias, and that wellbeing has not often 
been measured in collectivist societies (Uchida, Norasakkunkit and 
Kiayama 2004). Our findings that proactive empowerment has a strong 
association with mental wellbeing are therefore important, as our 
measure (WEMWBS) contains items about socially-situated affect. 
A. Kearns and E. Whitley                                                                                                                                                                                                                     
SSM - Population Health 12 (2020) 100645
9
Moreover, the study took place in a country, Scotland, often remarked as 
being more socialist than the dominant part of the UK, and defined by 
‘collective sentiment’ (Brown, 2014). The results indicate that in a more 
collectivist culture, proactive and collective forms of empowerment are 
important for mental wellbeing, in accord with previous suggestions. 
The challenge for Scotland is that proactive empowerment is lower in 
larger urban areas than in smaller towns and rural areas (Scottish 
Government, 2016c). 
Despite recent policy attention to community empowerment and its 
central role in regeneration policy in particular, the most effective, 
proactive form of empowerment, ‘influencing decisions’, was the least 
commonly reported by participants, and all forms of Collective 
(Neighbourhood) Empowerment had much lower rates of ‘strong 
agreement’ than Individual (Housing) Empowerment. In policy terms, 
the results indicate that there is great scope for further improvements in 
community engagement and empowerment in both spatial and com-
munity planning in Scotland. This requires much stronger requirements 
and funding support to things such as community workshops and in-
dependent advice agencies to stimulate greater public engagement in 
planning processes (Scottish Government 2019). 
Conclusion 
We found strong associations over time between Individual (Hous-
ing) and Collective (Neighbourhood) Empowerment and mental health 
and wellbeing, indicating that empowerment can be a ‘source of health’ 
beyond behaviour change and through a variety of means, including 
service delivery and governance arrangements (South & Phillips, 2014). 
We also demonstrated that the process of regeneration in disadvantaged 
communities may be as important to health and wellbeing outcomes as 
the improvements themselves (Popay, 2001). Furthermore, for 
low-income communities, the housing sector is an important empow-
ering setting alongside area regeneration or ‘locality development’ 
(Maton, 2008). In both cases, empowerment is context-dependent and 
reliant upon organisational characteristics of the community setting 
involved (Maton & Salem, 1995). As Christens (2012) argues, under-
standing how contexts moderate processes of psychological empower-
ment is important for community development. For deprived areas in a 
post-industrial city like Glasgow, the further development of empow-
erment in the housing and community sectors to achieve mental health 
and wellbeing gains may require several things: organisational adapta-
tion by planning bodies (Matthews, 2014); nurturing of individual and 
organisational capability within communities to increase influence and 
proactivity and their effects (Lawson & Kearns, 2010; Speer et al., 2013); 
and incorporation of empowerment measures into evaluation frame-
works (Christens, 2012). 
Localised empowerment may be more important than ever in the 
current period when trust in politicians is low and citizens’ sense of 
empowerment over other key domains of their lives such as employ-
ment, the economy, and the future in general has been diminished 
(Osborne, 2013). Local empowerment through housing services, 
neighbourhood and community development and involvement in plan-
ning may be important counterweights to wider societal and political 
trends. Enabling people to feel empowered through these means can 
build community capacity and support the sustainability of any changes 
made (Wells et al., 2007), and may also enhance residents’ mental 
health and wellbeing. 
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